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K 025 ; NFPA 101 LIFE SAFETY CODE STANDARD : K 025
SS8=E :
Smoke barriers are constructed to provide at : K025 - Penetration of smoke barriers.
least a one half hour fire resistance rating in : ; 5-15-13
accordance with 8.3. Smoke barriers may : ! On 5-6-13 the penetration in the mechanical
terminate at an atrium wall. Windows are i room next to the main hall #1, the ceiling area
protected by fire-rated glazing or by wired glass ! above Station # 3 Long Hall and the ceiling area
panels and steel frames. A minimum of two ; b .
: | above the Station #1 Long hall were all sealed.
separate compartments are provided an each i On 5-15-13 Maintenance d
floor. Dampers are not required in duct | were imsorviced c¢ department partners
penetrations of smoke barriers in fully ducted ' - Mrserviced on penetrations in fire watls.
heating, ventilating, and air conditioning systems. !Vla.lntenance Director will monitor penetrations
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 fn fire walls weekly x 8. Findings of the quality
assurance monitors will be reported by the
Administrator to the Quality Assurance
Committes which is made up of the following
. . . people: Medicat Director, Administrator,
This STANDARD is not met as evidenced by: i £ Nursi .
> j ) irector of Nursing, Health Information
Based on observations, it was determined the Manager, Social Services Direct "
facility failed to protect the fire and smoke - ! >s Director, Falls
barriers. Prevention Nurse, Facllity Rehab Coordinator
and Wound Care Nurse.
The findings included: |
1. On 5/6/13 at 6:45 AM, observation within the
mechanical room next to the main hall #1 area |
revealed there was a one inch penetration in the |
corridor wall.
2. On 5/6/13 at 9:30 AM, observation within the
ceiling area above the Station #3 Long Hall
revealed a penetration in the header wall over the
fire'doors.
3. On 5/6/13 at 9:45 AM observation within the :
ceiling area above the Station #1 Long Hall i |
revealed penetrations at the ends of two- 3/4" : |
diameter conduit pipes. j
LABORATORY DIRECTOR'S R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
— Adpin g bretor 5-1513

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from comecting providing it i_s determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a pfan of correction is provided. For nursing homes, the above findings and plans of por(ect:cn_a(e dfsc!osgble 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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These findings were acknowledged by the
Administrator and verified by the Maintenance
Directar during the exit interview on 5/6/13.
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